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CHAPTER I
INTRODUCTION
The health care experiences of the Little Shell Chippewa Tribal elders have
never been assessed or evaluated. The tribe does not have federal recognition and
without that recognition the tribal members have not had access to health care services
provided by federal agencies by the virtue of treaty obligations. There has not been a
land base or educational opportunities afforded to them as with other federally
recognized tribes.
There are the 3,900 enrolled members of the Little Shell Tribe that are scattered
throughout the State of Montana, the majority live in urban areas of Montana. The
Little Shell people reside primarily in two regions: the Front Range Area extending
from Babb, Montana south to Butte Montana along the Front Range of the Rocky
Mountains and the Metis Triangle, consisting of the areas between Havre, Lewistown
and Great Falls, Montana (Franklin & Bunte, 1996).
There currently are 1,130 tribal members over the age of fifty-five residing in
the State of Montana. Tribal elders are described as being anywhere from the age of
forty to fifty-five depending on what the tribal traditions define as an elder (Jervis,
Jackson & Manson 2002). This study will use the age of fifty-five as elder as designated
by the Little Shell Chippewa Tribe of Montana.

The following is a map of Montana. The dotted green areas are where the
majority of the Little Shell of Montana Chippewa resides. The other areas are on the
"highline" which is known to Montanans as Highway 2 from the western border to the
eastern border. A third of the Little Shell population has intermarried with other tribal
members from Fort Belknap Reservation and live on Fort Belknap or south of Fort
Belknap around the Zortman, and Landusky area, which is in the Little Rocky
Mountains. The reddened areas are the six reservations of Montana: the Flathead
Reservation, Blackfeet, Rocky Boy, Fort Belknap, Fort Peck and Crow.

MONTANA INDIAN RESERVATIONS

Figure I. Montana Map of all Indian Reservations. Dotted Lines Little Shell
Chippewa Populations
2

Purpose
Little is known about the health status of the Little Shell Chippewa of Montana.
There has never been a study that has addressed the health concerns or status of the
elders. There is no structure or services directed specifically at this population as the
other tribes that have federal recognition. The purpose of the study is to describe the
was Little Shell of Montana Tribal elder's perception of their health, concerns about
health care, sources of stress, and support systems.
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CHAPTER II
REVIEW AND CRITIQUE OF RELATED STUDIES
In this thesis, the terms American Indians and Alaska Natives (AI/AN) will be
used interchangeably. Several authors use the word "Indian" when describing AI/AN
and this too will be used in this paper as described by Stephen Pevar (2002):
Many Indians use the terms Indian and Native American interchangeably, there
seems to be a preference for the word Indian. Second, most Indian organizations
and groups, including the National Congress of American Indians and the
American Indian Movement, use Indians in their titles. Last, virtually all-federal
Indian laws, such as the Indian Reorganization Act, and the federal agencies,
such as the Bureau of Indian Affairs use Indian. (p.18)
This literature review examines the historical relationship that the federal
government had with Indian populations from the start of treaty negotiations to the
present and how this relationship has affected the health care and status of the Native
American elders. The review of literature available on Native American elders has
relatively little information (McCabe & Cuellar, 1994). The authors stress the
importance of providing adequate health care services for this population and
understanding the historical relationships with the United States (Chapleski & Dwyer,
1995; Jackson & Chapleski, 2000; McCabe & Cuellar, 1994; Pevar, 2002; Rhoades,
2000). The statement regarding Native Americans and their relationship with the
United States is clarified by the National Indian Council on Aging (Baldridge, 1994):
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Within the context of this unique trust relationship between the federal
government and Indian tribes, the philosophy of Indian self-determination is
critical. Self-determination encompasses the right and ability of the Indian
tribes, as distinct legal and cultural entities, to determine their own futures
within the bounds of the U.S. law.
This statement describes the political influence that the United States has with
Indian nations. In order to examine the health of Native American elders, there needs to
be an introduction of the health policy that affected Indian populations by the federal
government and Congress of the United States. This historical background provides a
clear understanding of the relationships between the federal government and the Indian
populations. This relationship has an important influence on how and why the
American Indian elders ' health status and health care is where it is today. McCabe and
Cuellar (1994) state in their literature review of Native American elders that:
In order to access benefits and exercise the rights as an AI/AN, one must be
officially enrolled on a tri~al or reservation roster, live on a reservation or
provide genealogical documentation that demonstrates a least one-fourth Indian
blood (blood quantum) or descent. All others, despite self-declaration are
denied official recognition and, as a result, denied certain benefits and rights as
American Indian/Alaska Natives. (p.3)
In summary, Native American elders, who are from a federally recognized tribe,
are given health care on their own reservations from tribal or Indian Health Service.
These services are results from the treaty obligations that were made between the
federal government and the Indian tribes in exchange for land. The federal government
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stopped making treaties with Indian tribes in 1871. Due to the cessation of making
treaties with Indian populations, a tribe can only be granted federal recognition through
the process of filing a petition for recognition with the Branch of the Acknowledgement
and Research which is part of the division of the Bureau oflndian Affairs (BIA)
governmental offices or go before Congress asking to be designated as a federally
recognized tribe.
There was a time in the history of Indian government relations with the United
States of America that legislatures tried to terminate the tribes and their governments.
This was a way to mainstream the Indian populations with the rest of the population.
The results from this action showed that the tribes that were terminated and lost their
federal status had elders whose healthcare deteriorated rapidly. These elders, compared
to elders receiving services showed a dramatic difference in health care. An elder
without health services had a disastrous outcome; an example was the Klamath Oregon
tribal elders. This tribe was one of the tribes that was disassembled and pushed into the
main stream of the general population. When the Klamath tribal elders' health care was
compared to the other federally recognized Indian elders, it was found that their elders'
health care and general status had deteriorated more than those of federally recognized
tribal elders with services. Klamath tribal elders in Oregon were found to have more
unmet needs and poorer general health than the tribes who had services (McCabe &
Cuellar, 1994). Also, there have been studies comparing health care oflndians in urban
and rural areas that have shown the disparities that exist for the elders in these areas
(Chapleski & Dwyer; 1995, McCabe & Cuellar, 1994; Jackson & Chapleski, 2000).
These studies show that urban Indian elders that are without services continue to do
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without services or will not seek services until their health condition is to the point of
incapacitation. The National Indian Council on Aging (NICOA) found in their study
that there are an equal number of elders living in urban and rural areas. There are
middle aged Indians suffering the physical, emotional and social impairments that are
more characteristic of the general U.S. population age 65 or older (Kramer, 1999).
A summary of the results by Kramer(l999) to NICOA regarding elders included
the following issues for Indian elders in California: higher rates of problems with eye
sight, dental problems, hypertension, diabetes, asthma, stroke, speech pathologies, liver
disease, amputation, and cancers with lower rates in hearing problems, breathing
problems, kidney stones, tuberculosis and sleep disorders. Also noted in this study on
urban elders there was a self reported health status, which is a good marker of morbidity
and mortality cross cuts intertribal variation, age, sex and psychosocial factors for elders
in Los Angeles. Near halfreported their health only fair (33%) or as poor (15%). The
number of elders reporting their health as poor was high and about twice what was to be
expected.
Chapleski,Gelfand, & Pugh (1997) and Manson (1995) have written on the
disparities that continue to plague the elderly Native American communities in rural and
urban areas off the reservations. There continue to be minimal studies done with these
elders but the studies that have been done show that these elders have worse health
conditions in some areas compared to the reservation elders due to access and
geographical areas (Chapleski & Dywer, 1995; Manson, 1995).
The morbidity and comorbidity of the Great Lakes Indians show that they have a
higher rate of chronic illnesses, which is directly related to the functional disability of
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the Indian elders. The activities of daily living were assessed; these were found to be a
predictor of functional disabilities and were used in the summation of the number of
chronic illnesses. When examining the Indian geriatric population, there are higher
percentages of disabilities; these affect their activities of daily living (Manson &
Calloway, 1988). The geographical location of where the elder resides is also a strong
factor that affects Indian elders along with disabilities and how they seek health services
(Buhansstipanov, 1993; NRCNAA, 2003). Poorer health status is also documented with
urban Indian elders when compared to reservation elders (Kramer, 1991; Baldridge;
2002; Weibel-Orlando, 1988; & Kramer, 1999).
In the United States, there are 569 federally recognized tribes, and an unknown
number of tribes are not federally recognized (2000 U.S. Census; Gover, 2000). The
word "elder" to each tribal entity can relate to some who is as young as 40 years of age
depending on how the tribe defines elder (Manson, 1995; Jervis, Jackson, & Manson,
2002; Weibel-Orlando 1989). Elders, to many American Indians, are persons who have
come to embody greatly valued traits such as high moral standards, wisdom, and
responsibility (Jervis, Jackson & Manson, 2002). The life expectancy of an Indian elder
is less than the general population by at least 13 years (McDonald, 2001 ). The other
factors that influence definition of this population is that it may not necessarily mean
chronologically old, but is distinguished from the younger the possession of qualities
associated with old age such as inactivity, dependency, and impairment (WeibelOrlando, 1988). This is influenced by the regulations of the Older Americans Act,
which permits tribes to employ their own age criteria when determining eligibility for
federal programs that serve senior citizens. The elders in the Little Shell Chippewa
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Tribe of Montana consider 55 years of age and older to be identified as an elder. The
population of older Natives has increased over the last decade. American Indians age
60 and older are one of the fastest growing groups of nonwhite elderly in the United
States (U.S. Bureau of the Census, 1990; Chapleski 1997). These numbers may be
under calculated from the 1990 census by 4.6 percent (U.S. Bureau of the Census, 1992;
Jervis, Jackson, & Manson, 2002).
Economic support for health care is under funded for minorities and is
inadequate. This includes the funding sources for the Indian Health Service that
provides health care for all American Indian tribes that are federally recognized. In
order to understand the process of the historical relationship with Indians, Congress
implemented the following laws through treaties with the United States government for
exchange of land. The polices related to Indian law will be discussed and interpreted to
provide clarification of what has influenced the health care for Indian people today.
The first issue is the "trust responsibility of the federal government." The
importance of the current and historical issues regarding health care for AI/ AN are
examined through interpretation of the trust responsibility of the federal government
and the tribes of the United States. The basis of trust relationship is quoted by the
Arizona State Law Journal as: "The Federal trust responsibility emanates from the
unique relationship between the United States and Indians in which the Federal
government undertook the obligation to insure the survival oflndian tribes." It has a
close relationship to international law, as well as colonial and U.S. treaties and
agreements. It is a duty protection that arose because of the weakness and helplessness
of the Indian tribes and is largely due to the course of dealings of the federal
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government with them and the treaties in what was promised. The basis of trust
relationship was to provide a broad purpose, as revealed though reading various legal
sources "is to protect and enhance the people, property and self-government of Indian
tribes."(p.26) Pevar (2002) notes that, in regard to federal law:
Federal Indian law is unique, encompassing concepts and rules that are often
unexpected and bewildering to those unfamiliar with it. Indians and tribes have
difficulty defending their rights-and as a result, have lost some of them-due
to the complexity of federal Indian law. By seeking to explain the confusing·
principles that comprise this body of law, the book "The Rights of Indians and
Tribes" (Pevar, 2002) hopes to assist Indians and tribes exercise and defend their
rights and help others understand and appreciate the difficulties Indians and
tribes face in their struggle for justice(preface).
The following table identifies major historical legislative action with the
Indian populations of the United States. This shows the influence the federal
government has had with the Indian people from as early as 1819, particularly
economically.

Table 1. Historical Events for American Indians that Affected their Health Care
Time Period
1492 to 1787:
Tribal Independence
(Columbus contact)
1787 to 1828:
Agreement Between
Equals

1828 to 1887
Relocation of Indians

1887 to 1934:
Allotment &
Assimilation

Pertinent Events

1819: Civilization Education Act
'

1819-1949: Health Appropriations: Health care was provided by the
War Department, transferred to Bureau oflndian Affairs
1830: Trust Responsibility
1871: Stopping of making treaties with Native American
tribes
1879: The Educational Act enacted
1921 : Snyder Act

1927: Indian people are granted citizenship of the United
States of America
1934: Indian Reorganization Act
1934: Johnson-O'Malley Act
1934 to 1953:
Indian Reorganization
1953 to 1968
Termination
1968 to Present:
Tribal Self
Determination

1954-55: Public Health Service - Indian Health Service
1968: Kennedy Report
I 972: Indian Educational Act Title V

1975: Indian Self-Determination Act and the Educational
Assistance Act
1976: Health Care Improvement Act
1978: Tribal Control of Indian Colleges
1990: Public Law to support the American Indian Languages

Through the course of history the responsibility relationship with the federal
government is marked with ambivalent, simultaneous aggression and paternalism.
Many Indian policy authors give a summarization of the relationship of the Indian tribes
and the federal government with describing that there is no clarity on their relationship
with each other. It is only when there is increased documentation of the morbidity and
11

mortality of the Indian people that the government makes changes regarding the health
of Native Americans. Early in the 191 Os it is noted in the historical writings that there
was a loss of obligation with the United State in regard to Indians. The obligations are
deeply seated in the treaties and the historical bases of what was promised to the Indian
tribes in exchange for land and this special federal legislation. Some of these laws have
been softly enforced with no boundaries or repercussions for failure to follow through
with the laws that were implemented.
Under trust responsibility, the government has considered that health service·
was not mandated to the tribes and those funds appropriated for Indian health are public
monies and not treaty or tribal money. Congress has become ''the source of largely
unrestrained federal power to regulate all aspects of tribal existence-from management
and disposal oflndian land and resources, to imposition of federal criminal jurisdiction
over tribal members, even dissolutions of tribal government (Wilkins & Lomawaima,
2001). Federal funding for Indian health care has historically been discretionary. The
improvement of healthcare resources for AI/AN has continued to be piecemeal and void
of consistent long range planning. The second important law passed was the Snyder
Act of 1921 in order to recognize a need to provide ongoing health care resources. This
act was to be used for the relief of distress with Indian tribes and assist with providing
employment of physicians and implementing health.
The order of these laws is best described though the dating of the laws being
implemented and what caused these laws to be passed though Congress. The federal
government initiated the first Indian health care for the tribes approximately in the late
1800s with the formation of reservations. The population suffered a huge decline in
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numbers resultant from the wars, malnutrition and disease. At the beginning of the
1800s the population was estimated to be at least five million; it had declined in 1880 to
250,000 (Rhoades, 2000). Health care was urgently needed due a dramatic decline in
population resulting from sickness and high levels of mortality related to deep poverty
and illness.
The current age expectancy after 100 years for the Indian population is still
lower by 6 years compared to the general population at 71 years (Healthy People 2000).
This varies depending on the geographic area of where Indian populations resides; there
can be a difference of 13 years less than the general population. The life expectancy for
American Indians in North Dakota, South Dakota, Nebraska and Iowa is 64.3 years
compared with 71.1 years for other American Indians surveyed by the National
Resource Center on Native American Aging at the University of North Dakota.
The responsibility of health care was eventually transferred to the Public Health
Service in 1955 because disparities continue to exist with high mortality and morbidity
rates in all ages of the population. The current population is close to 2.5 million after
over 100 years of implementation of federal government obligations to provide for
health care and education for exchange ofland or receding of their rights to land
( Pevar, 2002). Yet, the disparities continue to be higher in Indian populations
compared to the general population according to Indian Health Service statistical data
(I.H.S. Trends, 1998-99).
Pevar (2002) has developed eras of critical incidents that occurred within the
Indian populations of the United States. There are other authors of federal Indian Law
that also quote eras similar to those of Pevar (Deloria, 985; Getches, Wilkinson &

13

Williams, 1998; McNickle, 1973; Wilkins, 1997). The eras encapsulate the American
Indian experience since first contact with Europeans.
Table 2. Time Eras Related to Federal Policy
. th ese tlille per10
. d)
s
(Tod ay ' s e ld ers were b om m
1492 to
1787
Tribal
Independence
(Columbus
contact)

1787 to
1828
Agreement
Between
Equals

1828 to
1887
Relocation
of Indians

1887 to
1934
Allotment &
Assimilation

1934 to
1953
Indian
Reorganization

1953 to
1968
Termination

1968 to
Present
Tribal Self
Determination

The first period of 1492 to 1787 was a time that there was tribal independen~e of
all the tribes without the direct influence of the settlement of European settlers or
explorers until the l 700's. Previously, the Indian tribes developed their own set of
governance and developed their own ways of independence with each other or against
each other. It was noted in the time period of 1700 to 1750 that the white population of
British colonies doubled every twenty-five years and increased 400 percent in this time
period (Pevar, 2002).
The period of 1787 to 1828, was the time period where the Indian people were at
equal status with the United States government as with foreign countries. The U.S. had
just finished the Revolutionary war with England and was trying to avoid at any
hostilities with the Indian Tribes (Pevar, 2002). In 1787, the Northwest Ordinance
declared, "The utmost good faith shall always be observed towards Indians; their land
and property shall never be taken from them without their consent." (Pevar, 2002 p 3)
This was to be reinforced by the laws of the federal government that whites could not
trade or obtain lands from Indian people without consent of the federal government.
These laws generally were not enforced (Getches, et al, 1998; McNickle, 1973; Pevar,
2002; Wilkins, 1997).
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A set of principles was set up by the federal government in 1830 and was to
become the standards according to Gretches, et al. (1998). They are as follows:
1.

The protection of Indian rights to their land by setting definite boundaries of
the Indian Country, restricting the whites from entering boundaries for the
Indian Country, restricting the whites from entering the area except under
certain controls and removing illegal intruders.

2. Control of the disposition oflndian lands by denying the right of private
individuals or local government to acquire land from the Indians by purchase
or any other means.
3.

Regulation of the Indian trade by determining the conditions under which
individuals might engage in the trade, prohibiting certain classes of traders
and actually entering into trade itself.

4. Control of liquor traffic by regulating the flow of intoxicating liquor into the
Indian Country and then prohibiting it altogether.
5. Provision for punishment of crimes committed by members of one race
against the other and compensation for damages suffered by the one group at
the _hands of the other, in order to removed the occasions for private
retaliation which led to frontier hostilities.
6. Promotion of civilization and education among the Indians, in the hope that
they might be absorbed into the general stream of American society. (pg 88)

It was during this time period that Andrew Jackson was President and he was
relocating all the eastern Indian populations west of the Mississippi. Congress passed
the Indian Removal Act. This act gave President Jackson permission to relocate the
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tribes or require them to live on small reservations designated in the eastern states. This
is the time when "The Trail of Tears" occurred in which 15,000 Indians died in their
forced march to Oklahoma Indian Territory (Deloria, 1985; Ehle, 1988, Pevar, 2002).
Congress passed the Snyder Act in 1921. The Interior Department's Bureau of
Indian Affairs (BIA) administered the Snyder Act. It authorized the "expenditure of
federal funds to the relief of distress and conservation of health of Indians. (Pevar,
1992, p.275) This act gave general authority to expend monies for Indians "benefit,
care and assistance," and a considerable amount of money for schooling (boarding ·
schools) to provide education. (Deloria & Lytle, 1983, p. 242) The BIA had difficulty
in obtaining funds and recruiting physicians for reservation services. This first
legislation recognized a need to provide for the "relief of distress and conservation of
health and for the employment of physicians". It did not have any provision for long
term planning or the methods in which to do the need analysis but did establish a way
for the annual discretionary appropriations.
According to many writers on Indian policy there became a dependency upon
the government with the forced assimilation to reservations and the period of forced
education upon Indian children. This was Congress's way of civilizing Indian tribes.
There was more than 200 schools set up by the federal government to educate Indian
youth and to provide funding to missionary and boarding schools to educate the
children of many tribes. Congress in 1871 passed a law that there would be no more
additional treaties with Indian tribes. Historically, the condition of the Indian
populations at this time had decreased in large numbers due to the relocation to lands
and reservations with no means to find food, shelter or clothing.
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However, in 1949, this policy was to become threatened. The Hoover
Commission Report on Indian Affairs issued a statment recommending the complete
integration oflndian people into the American population (Gretches et al, 1998, p 204).
This is where there was forced assimilation of the Indian population by the federal
government. This is noted by Indian people as the "termination of the tribe's trust
relationship with the United States." This forced assimilation of Indian people lead to
disastrous disruptions of their home, identity and health. This was greatly influenced by
Congress ' s resolution No 108 that declared the federal benefits and services to Indian
tribes be terminated "as rapidly as possible". Other laws were enacted so that states
could have control and prosecute on Indian reservations in some states. All Indian
governments were asked to stop enforcing their jurisdiction that would lead to
withdrawal of any funding to Indian populations, tribes, or reservations. The final
program offered at this time was relocation. The relocation program established job
training and housing assistance to Indian people on the reservations and to the urban
areas of the United States. Some 35,000 Indian people for the next decade tried this
program; nearly one third returned to their home reservation after failure of the
promises fulfilled (Pevar, 2002).
This summary clarifies and begins to describe what federal policy from the
United States government had over the lives of Indian people and their families. These
policies directly affected the health care status of all Indian people including the elderly
if they were able to survive the many changes that occurred from the 1900s to the
present.
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Health care appropriations started as early as 1819 to stop the spread of disease
such as small pox so that the diseases would not be spread to non-Indian populations
and to civilize the Indians with missionary societies who had the responsibility for
health care service. The responsibility at this time was with the War Department. The
first congressional appropriation exclusively for Indian health care was made in 1832
for $12,000 to hire physicians and provide immunizations. In 1849, the Indian medical
service was transferred from the War Department to the Bureau of Indian Affairs under
the auspices of the Department of Interior. Health care was mainly provided though ·
missionary health groups in the later 19th Century. Physicians did not have to have
medical degrees to treat Indians until after 1878. In 1891, physicians were required to
pass examination and nurses did not appear until after l 890's. Most of the care was

.
.

directed at the children and mission schools in the early years. Service with equipment,

.

medicine and materials were in very short supply, and the transportation to get to the

.

••

services was not available.
Health care for Indian populations did not become a priority with the federal
government until the early twentieth century. Hospitals became a part of the health care
delivery. Public health service rapidly became a growing industry. Health care for
those who could not afford it was supported by charity work. It was not until 1912,
with the wide spread of tuberculosis and public concern with contagious diseases, that
President Taft supplied Congress with a survey of the alarming prevalence of
tuberculosis and trachoma in schools and reservations. Public health and Red Cross
nurses were used to treat Indian populations in the early 1900s. World War I again
curtailed the concerns and there were no appropriations. The Great Depression and
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WWII were the two factors that changed the public policy regarding health care for all
persons in the United States. This year Congress appropriated $253,000 for health care
for Indians. The whole amount was not obtained but in 1914 the amount of $200,000, in
1915 and 1916, and in 1917 $350,000 were appropriated. It was not until the 1920's
that the need became urgent need and the Public Health Service considered, "the right
to health care was being recognized in Indian Policy". Public health involved the
development of sanitation, improving living conditions and the use of survey and
statistical methodology.
One important factor that needs to been mentioned during these times of WWI
(

and WWII is that the populations of Native American/Alaska Indians continued to
support the United States as part of their government by enlisting large numbers of
Indian people into the military service. The Department of Defense has listed in WWI
that 12,000 Native Americans were volunteers for the military service during WWI
even though Indians were not recognized as United States citizens until after 1924. In
WWII more than 44,000 out of a total population of 350,000 were Indians enlisted in
the military and served between the years of 1941 to 1945. There were even more who
lived on the reservation who moved to areas such as Seattle to work in ordnance depots,
factories and other war industries to help the United States government in the need of
defending her homeland (U.S. Department of Defense, 2002). The Vietnam War
documents more than 42,000 Indian people who enlisted again to defend the United
States and this was not by the draft but volunteered to serve the United States. The
people who have served the United States during these times are now are qualified as
elders.

19

"'

The period oftime was 1934-1953. This is the period today's elder' s
experiences start to occur. Federal Indian policy had just changed in the 1930's. The
Great Depression was affecting the United States. During this time the Meriam Report
regarding a study of the Indian populations was issued. The study chronicled the severe
and hopeless conditions faced by Indians including extreme poverty, devastating
epidemics, inadequate food, and inadequate education (Pevar, 2002). All occurred as a
result of the federal government's previous Indian laws enacted by Congress. This
affected the whole of society, which influenced President Franklin D. Roosevelt to
change the policy immediately. Appointed to Congress was John Collier, who had long
criticized the treatment of Indians and Indian policies. In 1934, the Indian
Reorganization Act was passed. It was also known as the Wheeler Howard Act. This
act was to rehabilitate the Indian's way of economic life and to give the Indian people a
chance to develop the initiative destroyed by a century of oppression and paternalism.

It was to become the first act in 100 years of the federal government that did not
undermine the lives of Indian people. It was at this time that the tribes were able to
construct their own tribal constitutions and the federal government had the
responsibility to follow though with protecting the Indian lands and increasing the land
bases of some reservations, or give land bases to Indian tribes that had lost their land
base. Indian preference was given in the BIA and later in the Indian Health Service
employment positions. The influence of Indian participation in land management,
federal programs, management of their tribal government, and education of their
children started to take place. This was one policy and law that assisted Indian people
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to have some control in their lives instead of the government dictating governance over
all aspects of the Indian people.
Through legislature process, Congress develops the health care budget system
for Native Americans. The federal budget has two divisions; one for discretionary and
nondiscretionary funding. The discretionary portion of the budget is for programs such
as social security and other programs. The Indian Health Service budget is in the
nondiscretionary funding that is controlled by Congress with the discretionary funding
annually. The following is the process that the tribes and Indian Health Service go
through to get their budget for health care services. The budget for Indian Health
Service is given to the President of the United States; it is a calculation of what the last
year annual base was plus an increase to meet the needs to project the needed monies
for the new annual year. According to the U.S. Commission on Civil Rights report, "A
Quiet Crisis" submitted to President, President of the Senate and the Speaker of the
House of Representatives in 2003 addressed the following needs of Indian specific
programs:
Between 1998 and 2003, funding for Indian specific programs increased roughly
1.3 billion, an increase of approximately 47 percent. However, after adjusting
for inflation, the increase is only slightly more than $1 billion. This represents a
real increase ofroughly 33 percent
during the six year period. After
adjusting
.
.
for inflation, the increase was actually $112 billion (from $396 billion to $508
billion) or roughly 28 percent. This demonstrates that funding for Indian
specific programs has grown faster rate than HHS overall budget. While this
upward trend appears promising, there remains reason to be concerned but its
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adequacy, particularly upon closer examination of the HHS discretionary
budget. (Dickerson, et al. 2003. pp.39)
This examination of the budgetary system set up for Indian's health care demonstrates
the impact of budget shortfalls on why the Native American people cannot meet their
health care needs.
Health care for children became a responsibility of the BIA in 195 5. It was this
period of time that the infant mortality rate oflndian children was 62.7 deaths per 1,000
live births. Nationally, the rate was 26.4 per 1,000. Due to the large number of infant
deaths, Indian health care was changed and placed under the Public Health Service.
The special branch under the Public Health Service is called Indian Health Service. It
has improved the health care status of Indian populations and had greater success with
improvement of health care compared to Indian health care under the BIA.
In 1976 Congress passed the Indian Health Care Improvement Act. Rhoades
(2000) in his book regarding Indian Health Service and Indian populations describes
Congress's responsibility in providing quality health care to Indian people to increase
the health conditions of Indian people. In the 1970's, President Nixon was in office.
He had past experience with the historical events with Native American Indians because
he was Vice President when President Eisenhower was in office implementing the
"forced termination of the American Indian". President Nixon wrote to Congress, "The
policy of forced termination is wrong." He further goes on to state that the federal
responsibility was not simply an act of generosity towards a disadvantaged people that
could therefore be discontinued on a unilateral basis when the federal government sees
fit. The relationship is a solemn obligation that is to say, on the "written treaties and

22

through formal and informal agreements". Secondly, he stated that the practical results
of the forced termination were "clearly harmful in the few instances in which it was
tried. Thirdly, forced termination has made Indians suspicious, "the very threat that this
relationship may someday be ended what has created a great deal of apprehension
among the Indian groups and this apprehension, in turn, has had blighting effects on the
tribal progress. In, short, the fear of one extreme policy, forced termination, has often
worked to produce the opposite extreme; excessive dependence on the federal
government (Kunitz, 1996, p.1466). This resulted in two pieces of legislature being
passed: The Indian Self-Determination and Educational Assistance Act were passed in
1975 and the Indian Health Care Improvement Act (PL 94-437) was passed one year
later.
The Indian Self-Determination Act and the Educational Assistance Act of 1975
were important laws to Indian people because they allowed the tribes to administer their
own programs on the reservation. These programs are their own tribal health programs,
law enforcement, education and social services. This empowered the Indian people to
have control to address chronic issues that had been occurring on the tribal reservations
and provide increased assistance to their people. This was a beginning of independence
not dependence upon the government to govern their programs. It gave the grassroots
people a chance to address the problems that were long occurring with the Indian
people. Who knows more than the people who reside and provide a living on the
reservation with their own people? Congress at this time was trying to strengthen the
sovereignty of the tribes with the Indian Reorganization Act of 1934 for greater
governance on the part of the Indian tribes . The Self Determination Act was
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strengthened by President Nixon implementing the movement to have the tribes to take
over their own programs instead of the federal government running those programs. It
was with the following Policy Statement of President Nixon that emphasizes these
points in 1970 (Rhoades, 2000):
1. Repeal of House Concurrent Resolution I 08 declaring termination as
policy
2. Granting tribal control and operation of federal programs
3. Restoration of the sacred lands of Taos Pueblo at Blue Lake
4. Economic development through the Indian Financing Act
5. Increase in financial support of the Indian Health Service
6. Assistance for urban Indians
7. Establishment of the Indian /Trust Counsel Authority
8. Establishment of an assistant secretary for Indian Affairs. (p.69-70)
The results of these programs not working towards the tribes controlling their own
programs was the ineffective funding from Congress to allocate enough monies to run
these programs. The other issue was the way governmental contracting the programs
out was ineffective. Indian people were ready to run their own programs but did not
have the training or preparation to assume these responsibilities. The following states
what the Self Determination Act would provide if effective (Getches, Wilkinson &
Williams, 1998):
The principal legislative initiative was to emerge from the Nixon proposals, the
Indian Self-Determination and Educational Assistance Act of 1975, 25 U.S.C.A.
450a-450n, gives express authority to the Secretaries of Interior and Health and
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Human Service to contract with and make grants to, Indian tribes and other
Indian organizations for the delivery of federal services. The Act reflects a
fundamental philosophical change concerning the administration of Indian
affairs: the federal government funds tribal programs, but the programs should
be planned and administered by the tribes themselves; federal "domination"
should end. (p. 228)
Many other authors mention the positive issues regarding the Self Determination Act
but the Congressional laws that were enacted could not become a reality due to the 'lack
of finances to make these acts come to a reality (Deloria, 1985; Getches, et al, 1998;
Pevar, 2002; Rhoades, 2000; Wilkins, 1997; Wilkins & Lomawaima, 2001).
The Indian Health Care Improvement Act (1976) acknowledged the federal
government's continued responsibility to Native American people and identified its goal
as providing the "highest possible health status to Indians and to provide existing Indian
health services with all resources necessary to affect that policy." It continues to allot
funding to eliminate some of the deficiencies but, as stated in the above paragraph,
Indian people continue to fight for a budget that will fully address the inadequate health
care services and address the disparities that continue to exist. This act now has a
portion of it that encourages all Indian tribes to participate in the planning and
management of health care services and for authorization for grants for the recruitment
of Indian health professionals with scholarships and educational allowances (Holkup,
2002). Federal recognized tribes are the only entities that are allowed to apply for these
morues.
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Health Disparities-Their Antecedents and Their Impact
The characteristics of the Native American population are as follows. Native
American populations live in the following areas: 43% in the western states, 31 % live in
the south, 17% percent in the Midwest and 9% in the northeast (CDC, 2000). The ten
leading causes of death in the United States in 2000 for AI/AN were heart disease,
cancer, unintentional injuries, diabetes, stroke, chronic liver disease and cirrhosis,
chronic lower respiratory disease, suicide, influenza, pneumonia and kidney disease
Center for Disease Control(CDC) 2003.
The characteristics ofNNAI elders show that disparities exist. Overall, United
State's tribal elders live shorter lives and have a lower life expectancy compared to
other populations in the United States. The Administration on Aging in 2002 funded a
two-year study conducted by the University of North Dakota's National Resource
Center on Native American Aging (NRCNAA). The study found high prevalence of
seven chronic diseases: arthritis, congestive heart disease, high blood pressure, stroke,
asthma, diabetes and cataracts. Disparities were found in all the disorders except
cataracts (Tirado, 2002, pp. 12-14).
Indian Health Service collects the data on every age population the agency
serves including elders. It is put into a national database provided by Indian Health
Service.

Prior to the organization of the Indian Health Service in 1955, the health care

of Indian people was under the Secretary of Interior or the Bureau of Indian Affairs.
Health disparities continued to exist so Congress made a move to address the disparities
due to poor outcome for all ages of AI/AN including infant and elder morbidity and
mortality rates (Rhoades, 2002). The average life expectancy for AI/AN was close to
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50 in the 1950s. The Assistant Surgeon General, Charles W. Grimm at the Fifth Annual
American Indian Elders Conference in Oklahoma City, Oklahoma, September 9, 2003,
summarized the trajectory of Indian elder health from the 1955 the present in his
speech:
The life span of American Indians has increased dramatically from an average
age in the 50' s at the time when I.H.S. was transferred to the Department of
Health and Human Services in 1955. Indian people are living an average age of
72 now, but this is still 6 years below the average for all Americans. The health
issues of people in their 70' s is different from those in their 50's- and that
presents a magnitude of difference to respond in less than 50 years to the needs
of an expanded population that is living 20 or more years longer. Geriatric care
was not a priority in the nation or in Indian country back in the 1950s.
Health care for the reservations is required by treaty obligations and is fulfilled
by Indian Health Service (I.H.S.) and monies allotted to the tribes to manage their own
programs. The aggregated data that is collected from all the reservations and fifty urban
clinics gives a health care trend and this data is applied into I.H.S. national database.
The statistical analysis is made almost on a yearly basis and the end product is Regional
Trends of I.H.S. This gives the Public Health Department/Indian Health Service
information about the current health conditions of AI/AN nationally. The data are used
to address the disparities that are shown and for evidence to produce a budgetary system
to allocate funds. Congress allocates discretionary funds to address the health care
issues of Native American Indians and Alaska Natives.
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The National Regional Indian Health Service reports that the diabetes rate is
183 per 1,000, while in Arizona and Nevada the rate is 538 per 1,000. The course of
asthma per 1,000 is 30-69 depending on the geographic areas. The life expectancy
average was 71.1 years, which is 5 .8 years less than the general population. The
geographical area again varied depending on where the elders resided. Native
Americans are more likely by 17.5% to experience a stroke and 17.7% more likely to
have high blood pressure than the general population. The prevalence of asthma is at
44.3% higher than the general population. Native elders are 173% more likely to
experience diabetes compared to the general population and 19 .5% at higher risk of
arthritis. The National Indian Council on Aging found that even in middle age,
American Indians and Alaska Natives (Al/AN) suffer physical, emotional and social
impairments that are more characteristic of the general U.S. population age 65 or older
(Kramer, 1999, p.69). Even less is known about the health of urban Al/NA elders
according to Kramer. Even as life expectancy has increased, aging seems to occur early
among the AI/NA populations.
Kramer ( 1999) was able to extract fewer than ten studies related to health care
status of aging Native American elders in the United States. The September 2002,
American Indian Report that is Indian Country's News Magazine states that the
declining years of Native American elders are "plagued by poor health and lack of
service". (Tirado, 2002, p 4) The Indian Health Service put out an Elder Health Care
Initiative in 1997 to have Congress allocate funds to support an Elder Health Care
Initiative of 3.3 million dollars. Congress never allocated the money. "The American
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Indian Elderly: are The Forgotten People" and the Indian elders living in urban areas are
omitted (Kramer, 1999, p. 69).
Native American elders state there are many kinds of stresses. These include
the loss of language, culture, loss of respect, communication, multiple and emerg~ng
roles, being caregivers for their grandchildren, losses that come with advancing age of
losing family and friends and the fear of going into a nursing home which means "sure
death" (Ketchin, 1997, p. 76). To the elders, learning to be respectful for the whole
person includes the emotional, social, financial, and physical aspects (Ketchin)
Increases in knowledge and literature will assist the Native American tribes in
addressing the disparities and identifying the problems that need to be addressed in
order to decrease the disparities that are identified.
Jackson and Chapleski (2000) conducted a cohort study incorporating both
qualitative and quantitative methods with the aspects of historical knowledge on Native
American elders around the Great Lakes area in 1992-1999. This article explains in
detail the events that have affected Native American elders from 1900 through the
1960s.
Their focus was the "ethnic component and using history to make sense of their
findings ."(Jackson & Chapleski, 2000) They examined what is traditional, what
assimilation did to the culture of the people and the historical background of what
happened to these elders. The issues of ethnic identity or ethnicity of elder Anishinaabe
(Anishinaabe, Chippewa and Ojibwa are used variously to describe the tribal population
of Indian people that resided around the Great Lakes to the front range of Montana and
Canada) were described along with the historical and political events that influenced
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this population. This includes the effects of the termination era that were prevalent at
the time these elders existed as children and the shift of health policy with the trust
responsibility that kept Native Americans in the "wardship" status that was demeaning
and a deterrent to the assimilation of the Indian people into the mainstream of American
society (Jackson & Chapleski, 2000). What were the political changes? What are they
now and how did these changes affect the elder population during the time of 1961 to
the present? Achenbaum (1993) makes the statement that "Any analysis of generational
dynamics, successions, conflicts, and negotiations perforce must take the lessons of
history. It is with examining what transitions, turning points, variations and
contrarieties in the proximate and distant past we can begin to appreciate how the
changing shape of time affects successive cohorts ' sense of their identities
seriously"(p. 14).
In conclusion, Jackson and Chapleski emphasize that place (residential
environment, or community) is as important a consideration as time (historical changes
over the life course or cohort) when investigating issues concerning Native Americans.
Browne and Smye (2002) state in their article on cultural safety and the analysis of
health policy affecting aboriginal people that:
The post-colonial framework offered by cultural safety alerts us to examine not
only current inequities manifested in health and health care but also to examine
the long histories of economic, social and political subordination that are at the
root of current health and social conditions among aboriginal people. A postcolonial interpretation locates these health and social conditions in domains of
the structural disadvantages that shape them" (p.54).
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Literature regarding the trust responsibilities of the federal government is noted
in many of the articles regarding the care and outcomes of the health of the AI/NA
(Chapleski, & Dwyer, 1995, Cuellar, 1994; Jackson & Chapleski, 2000, McCabe &
Pevar, 2002; Rhoades, 2000). The issue of assimilation, migration, and relocation to
urban areas has had a great impact in regard to access to resources for health assistance
that is not available as on the reservation. Some elders migrated years before to seek
better resources for employment or to be with family members who had migrated earlier
or were part of the assimilation practices of the government in the 1952 to 1972
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(Chapleski & Dwyer, 1995). Examples of this are explained in the relocation of Indian
people to California (Hendrix, 1998).
Although analytic traditions and logical approaches to scientific questions may
vary, demography and epidemiology are both concerned with the human vital events, if
sometimes historically for somewhat different reasons (Wallace, 2001). A combination
of epidemiology and the demographics of the people that are studied have a common
ground. They both explore the dynamics and characteristics of geographically defined
populations and encompass a closer examination of the human activities and events
including health. The two sciences have grounded scientific backgrounds and are
relevant to public health. "They scrutinize vital events, birth, fertility, and death, as
indicators of health and disease; demographics often goes further and employs these
variables to better understand the structure and dynamics of the populations
themselves" (Wallace, 2001 , p. 38).

It is noted that Wallace describes both of these disciplines as being entirely
different in nature. Demography is described as having themes of commonality with
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social sciences, psychology, and economics. Epidemiology leans more towards the
basic sciences of physiology, biochemistry, genetics and molecular biology. But, use of
both disciplines will lead to a richer scientific outcome and improve the population
health and well being more than will occur with each discipline separately (Wall~ce,
2001).
The combination of these descriptions tends to identify various important
scientific themes and problems as a focus for collaborative inquiry and holds a
considerable amount of promise (Wallace, 2001 ). These theories should provide over
reaching generalizations and principles of nature; some of these take the place of laws
and rules. Theories need to take place both in the qualitative and quantitative terms and
should provide heuristic explanations for the order and behavior of major elements of
physical or biological worlds (Wallace, 2001). These methods should be used to be
retrospective and provide important examples to increase understanding. This is what
this research thesis will attempt to do with the initial surveying and interviewing in a
descriptive format of the elders of the Little Shell Tribe of Montana. The tribal elders
have migrated to different areas of Montana seeking ways to make a living for their
families in the early 1800s. To this day, the populations of the Little Shell people
continue to be in the same areas that they had migrated from North Dakota such as
Lewistown, Havre, Great Falls (Metis Triangle) and the Front Range of the Rocky
Mountains.
The examination of what age the elder was when certain health and federal
policies were made as the elder was growing up also affects how their health care is
currently. It shapes how they think, feel or the care as a child were given. These
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childhood memories may have a direct impact on their health care currently. It is with
the historical framework of the Stanford ethnogeriatric' s module (Hendrix, 1998) that a
cohort experience of the elders will be examined to see if there is any relevance to their
health care currently.
Background and Significance of the Problem
The trail of migration to Montana is noted in history as early as the 1700' s
(Foster, 2001). The Little Shell Tribe of Montana Chippewa are a part of the Pembina
Band of Chippewa that originated from North Dakota Territory in 1800s. The people
were nomads and traveled in a large migration routes following the waterways from the
Winnipeg area west above the 49 th parallel line and below the 49 th parallel line (that
divides the United States and Canada). The land in North Dakota and Canada was
historically called Rupert' s Land or the Land of Assinibione (Warkentin & Ruggles,
1970). This area consisted of land that was known in the 1800' s as the North Dakota
Territory. This area was where the Pembina Band of Chippewa existed. The historical
pattern of migration of the nomads of this time was from the Hudson Bay area across
the waterways to the Great Lakes, south of the 49 th parallel line to the area of the current
Twin Cities of Minnesota across the plains to Montana either above the 49 th parallel line
in Canada or below the 49th line on the United States side crossing though Minnesota,
North Dakota to Montana (White Weasel, 1980).
The tribe at this time is seeking federal recognition after over 100 years of
waiting for determination from the federal government, and since the signing of the
Ten-Cent Treaty that occurred in 1882 at the Turtle Mountain Reservation in North
Dakota (Dusenberry, 1958, pp 35-36). The head of the tribe at the early times of 1880s
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was Chief Little Shell. He was hunting with a group of his people in Montana. He
returned to the Turtle Mountains to find that the Indian agent had appointed another
council to sign a treaty giving 1 million acres of land for ten cent an acre. This became
the famous Ten Cent Treaty that many of the Little Shell members see that was ~igned
while their leader and people were on a hunting trip away their homeland. The
appropriations of monies for the Pembina people continue to be held in trust until the
decision is made for the Little Shell Band of Chippewa who reside in Montana become
federally recognized by the federal government of the United States of America. The
people were known nomads and many came several times during the year to hunt for
buffalo in Montana and some stayed instead of returning to North Dakota. Many birth
records state in the 1800s the birth of children in Montana but baptized later in the Red
River Valley of North Dakota which is now known as Pembina. Migration of the Little
Shell people is noted in history as early as 1820. The tribe has been in active
consideration since 2000, waiting for the news from the federal government's Bureau of
Indian Affairs regarding an action for federal recognition.
Significance of the Study
Comparisons to other tribes have been done with 132 tribes and 88 sites nation
wide by the University of North Dakota's National Resource Center on Native
American Aging (NRCNAA, August, 2003). There has been a limited study that has
been done with urban Native Americans in California in 1989 and 1996, Phoenix in
1972, a multi site survey in 1981 , with the largest study being done in Los Angeles from
1987 to 1989 (Kramer, 1999, p. 69-70). This study' s results can be a starting point
regarding the holistic care of the Little Shell tribal elder and what is needed so programs
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can be developed to fit their needs and to compare their health status nationally to other
Native American elders. This study will expand the literature base regarding health
care related to Native American elders who reside in urban and rural areas. It will also
serve as a base of knowledge for understanding health experiences unique to Little Shell
elders and for planning health services.
Research Questions/Hypothesis
This study was designed to answer several questions. What are the current
concerns of the Little Shell Montana Chippewa elders 'about their health and health
care? What is the elders' perception of their health? What are their sources of stress
and support systems? Looking back at the history of the people, what important factors
are related to their healthcare today?
Conceptual Framework
Guiding this study is a conceptual framework involving a series of cohort within
a historical framework. That involves the historical framework events occurring in the
United States from the early 1900s to the present. A cohort is a population of elders
who have experienced the same events at the same age, possibly influencing their
perceptions and behaviors (Jackson & Chapleski, 2000). The cohort is described as
those Little Shell Chippewa of Montana members born from 1901-1948. The historical
events refer to the federal government and Indian laws and treaties that affected that
cohort. That population can be divided into five sub-cohorts according to birth date:
1901-1910; 1911-1920; 1921-1930; 1931-1940; 1941-1948. Please refer to the
following Table 3.
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Table 3 (Cohort Experiences: American Indian Elders) expresses the Indian
health policies between the Indian people and the federal government. The second table
(Age at Historical Experience) clearly shows the cohort to which an elder belongs and
describes what events happened to that elder as a child.
The qualitative research is conducted through an intense and /or prolonged
contact with a field or life situation. It is these situations that are able to be reflective of
the everyday life of individuals, groups, society and organizations (Miles, 2001 ). The
researcher may be able to view the holistic view of the people. The researcher attempts
to capture data on the perceptions of the local actors "from the inside" through a process
of deep attentiveness, of empathetic understanding and of suspending or bracketing
preconceptions about the topic under discussion (Miles, 2001). By reading of the data
that is collected, the researcher attempts to identify themes or incidences that can be
used identifying the people through their own thoughts or feelings throughout the study.
The data are analyzed though words, the words can be assembled, clustered and broken
into phrases. These phrases can be used for contrast, comparing analysis and patterns
can emerge as these words are evaluated for comparisons. When using interviewing,
the elders tell their stories. These stories are means of preserving common
characteristics of culture and passing them on to subsequent generations. These stories
preserve the culture and are passed from one generation to the next. They provide
practical guidelines and help answer existential questions about the meaning of life in
general or of our lives in particular (Banks-Wallace, 2002). The process of structuring
experiences into stories is known as storying (Livo & Rietz, 1989). These rules
influence what information about an experience will be represented and how it is stored
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Table 3. Cohort Experiences: American Indian Elders

1900-1920

Source: Hendrix, L. In Yeo et al. (Eds.) 1998
1920-1940
1940-1960
1960-1989

"Vanishing
American"

1980Present
Education
of
Profession
als

Relocation
by BIA to
Urban areas

Indian
Activism

Litigation

Forced Boarding
Schools

Adoption of
Indian
children by
Whites
Loss of Land
by Allotment

Termination
of l 00 Tribes

Youths Return
to Traditional
Practices

Traditional Culture
"BAD"

Forced
Assimilation

Forced
Assimilation

Urbanization
for Education
& Jobs

Self
Determinati
on of
Tribes
Urban PanIndian ism

Law Banned Spiritual
Practices

Boarding
Schools

Reservation
Gaming

Current
Age at Historical Experience

gc of

Cohort'>
85

Children &
Adolescents

75-84

Children

65-74

55-64

Young Adults
& Middle
Aged
Adolescents
& Young
Adults
Children &
Adolescents
Children
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Middle Age
& Young
Old
Young
Adults and
Middle Aged
Adolescents
and Young
Adults
Children &
Adolescents

Young Old &
Old

Old

Middle Aged &
Young Old

Young Old
&Old

Young Adults
& Middle Aged

Middle
Aged&
Young Old
Young
Adults and
Middle
Aged

Adolescents
and Young
Adults

in memory (Fisher, 1991; Yellow Horse Brave Gerart & DeBruyn, 1998; BanksWallace 1999; Collins, 2001; Arquette, et al., 2002). Story telling allows the sharing of
stories and our thoughts about them with others (Banks-Wallace, 2002). In finality, the
oral history of health experiences including health service usage of the tribal elders has
not been recorded and it is through this study the stories of the elders regarding health
care status and influences can be written.
Definitions
An elder is anyone that is over the age of fifty-five years of age with the
youngest elders being born in 1948. The Little Shell Chippewa of Montana elder is a
person of the age fifty-five and older and is enrolled with the tribe evidenced by their
enrollment number. Health is defined a state of wellness as defined by the ethnocultural
group and includes physical, mental, and spiritual dimensions (Purnell & Paulanka,
1998). Three aspects of health status are emotional, functional, and symptoms. The
level of health care that the elder feels he/she is currently in is the definition for their
perceived health care. Health care services are the care the elder seeks outside (not self
care) of their environment for their health well being (the tribal elder does not have
access to their own tribal health with the Little Shell Chippewa of Montana). Sources
of stress are any situation that causes strain, worrying, anxiety, nervousness, tension,
frustration, anger, depression or hopelessness. Support systems are defined as family,
extended family (friends or relatives that assume the role as immediate family),
community, and church members, and sources of traditional healthcare. History is
described as a synonym for the past itself or frequently refers to the study of accounts of
bygone eras or days, with the sense of personal history.
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Assumptions
The elders will answer questions honestly. The responses of the elders will
reflect their true feelings. Stress should be avoided. Health is a priority for most
people.
Limitations
Indian elders participating in this study will be from an urban city of 80,000 in
Montana. This may limit the generalizability of the findings because not all the elders
reside in urban areas. This may limit the credibility of the findings and restrict the
population to which the findings cannot be generalized. It will address the similarities
to other Native American elders who do reside in urban areas. This is a pilot study with
a small sample size that will also restrict generalizability of findings.
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CHAPTER III
METHODS
This study used a descriptive design including quantitative and qualitative data
within a historical framework with the Little Shell Montana Chippewa elders. The study
included triangulation of quantitative and qualitative data within a historical frame_work.
The research questions were: What are the current concerns of the Little Shell Montana
Chippewa eider's about their health and health care? What is the elders' perception of
their health? What are their sources of stress and support systems? Looking back at the
history of the people, what important factors are related to their healthcare today?
Populations/Setting/Sampling
The sample for this project was drawn from the Little Shell Tribe of Chippewa of
Montana in Great Falls Montana. There are approximately 1130 Little Shell Tribe of
Montana elders over the age of 55 years of age residing in Montana, of whom about 80
reside in the urban area of Great Falls. This study considered a pilot for a large study to
be conducted in the near future.
The instruments that were used are the University of North Dakota (UND)
National Resource Center on Native American Aging Survey (NRCNAA) and selected
items relate to resources and coping from the needs assessment tool developed by Dr.
Bette Ide (Ide, Dahlen, & Gragert, 2001) for use with Standing Rock Reservation Elders.
The historical framework was from Stanford Ethnogeriatric's Module (Hendrix, 1998).
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The NRCNAA survey tool consisted of questions related to general health status,
activities of daily living (ADL ' s), instrumental activities of daily living (IADL's), vision,
hearing & dental, health care access, tobacco & alcohol usage, weight & nutrition,
exercise, social support/housing, demographics and veteran status. The activities of daily
living (ADL's) measured are bathing/showering, dressing, eating, getting in and out of
bed, walking, and able to use the toilet or getting to the toilet. Instrumental activities of
daily living (IADL' s) measured are being able to prepare your own meals, shopping for
personal items such hygiene items or medicines, managing money (keep track of ·
expenses or paying bills), using the telephone, doing heavy housework (scrubbing floors
or cleaning windows), doing light housework (doing dishes, straightening up or light
clean up), and getting outside.
Two scales are included in the Ide tool. Self efficacy is a 10-item scale that
measures "one ' s competence to deal with challenging encounters" (Scholz, et al, 2002).
The Standing Rock elders ' self efficacy internal reliability score was .92. The Little Shell
elders' score was .85.
The Iowa self assessment inventory (ISAI) is a 56-item scale measuring
functioning and is appropriate for older adults. The respondent assesses the degree to
which each statement is true about him/her on a 4-point scale (Gilmer et al., 1991;
Morris, Buckwalter, Cleary, Gilmer & Andrews, 1992). The maximum score per subscale is 32. Confirmatory factor analysis is supported by seven sub-scales with eight
items per scale, with internal reliabilities ranging from 0. 71 to 0.84. Internal reliabilities
for Standing Rock were: ISAI, .93 ; economic, .85; emotional, .86; physical, .76; trust,
.83; mobility, .79; cognitive, .79; social support, .83. For the Little Shell study the ISAI
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reliabilities were as follows: economics .78; emotional, 80; physical, .78; trust, .90;
mobility; .50; cognitive .67; and social support, .76.

Table 4. Variables and Measurement
Ide's Survey
Health Concerns:

Health Care Concerns:

Sources of Stress:

Chronic Illness
Iowa Self Assessment
Inventory-Physical,
emotional, cognitive,
mobility, trust, social
support, economics
Access-2 items

NRCNAA TOOL
Activities of daily living (AD Ls
& IADLs)
Health status

Length of time since visits to
physician, eye, dental
appointments
Health care coverage

Support:

Economic scale,
condition of housing,
family concerns
Iowa subscales-trust,
social support scales
Spiritual/traditional
support, Self efficacy

Family member who cares for
you

Lifetime health experiences

Open ended question at the end of survey

Organizational involvement
Family social connections
Use of resources

The tribal office notified elders in this community that a health survey was going
to be conducted. The elders had the opportunity to participate or to decline involvement
with the survey. The target sample was 50 elders who speak English. Survey interviews
were conducted at the Ursaline Academy, 2300 Central Avenue, Great Falls, Montana
and five home visits were done per request of the elder. Participants were asked to
participate in a health survey regarding their health and what they perceived their health
currently is. The participants were advised that they could stop without completing the
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questionnaire at any time upon their own discretion. The final sample size was 20 elders
completing the interviews.
Protection of Human Subjects
Permission to conduct the study was obtained from the University of North
Dakota Institutional Review Board. This study poses minimal risks. However,
confidentiality was assured by the inability to identify the participants with their
questionnaires. An oral consent in English was used. The participants could at any time
choose not to finish or participate at without any effect on services that they received or
their relationship with the Tribal Council. The Little Shell of Montana tribal council
passed a resolution in agreement to have this elder study completed. The thesis
committee has also gave their approval for this study.
Tribes participating in the study received two packets of data: one is the
comparison sheet packet containing three columns of data. The first contains the local
tribe's data, the second is the aggregate tribal data, and the third contains the national
data. Completed survey instruments continue to come in from the earlier training sites
and upgrading the data file is done with each processing of tribal data given to the
NRCNAA.
Analysis Plan
The completed quantitative surveys were analyzed by NRCNAA where they were
scanned and entered into a data file. In the analysis, each member was added to an
aggregate file for future comparisons.

NRCNAA provided descriptive and correlation

data as needed by the researcher; this will also be given to the tribe. Tables include
frequencies related to the elders' perception of their health and current concerns about
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their health (health status and problems, perceived sources of stress (family problems,
economics, etc.) support systems, and factors that have influenced the elders with
obtaining their health care (economics, access, and availability). Descriptive statistics
were used. Content analysis was used with qualitative questions, analysis for categories
and themes related to the factors that have influenced elders obtaining health care.
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CHAPTER IV
RESULTS
The purpose of this study was to describe the Little Shell Chippewa of Montana
tribal elders' perception of their health, concerns about health care, sources of stress and
support systems. Of particular interest were historical issues that have affected these
elders in their health and access to health care.
Characteristics of the sample of 20 elders surveyed (from the NRCNAA survey)
are shown in Table V. Over half the sample were male (52.6%). The youngest elder was
55 years of age and the oldest 97. Half of the sample was in the 60-69 age range. Forty
percent were married. The majority (63.2%) lived with an income ofless than $9,999.
Over half (57%) had not completed high school. Nearly a third (30.0%) has served in the
armed forces , two in World War II and two in Vietnam.
Health Concerns
Four aspects of health concerns were measured - perceived health,
activities of daily living (ADLs) and instrumental activities of daily living (IADLs),
functioning, and chronic health problems. Answers to the item asking "Would you say
your health in general is were as follows: Very good, 21.1%; good, 15,8%; fair, 47.4%;
poor, 15.8%.

45

Table 5. Demographics Characteristics (NRCNAA)
Gender

Age

Male

Female

52.6%

47.4%

55-59
60-69
70-79
80+
Marital Status

25%
50%
15%
10%
40% married

Personal annual income

10.5%<$5,000 annually
31.6%<$6,999 annually
21.1% <$9,999 annually
10.5%<$14,999 annually
5.3%<$19,999 annually
5.3%<$24,999 annually
10.5%<$35,000 annually
5.3%<$49,999 annually

Education
Served in Arm Forces

57.9% did not complete High
School
30%

For ADLs, the largest percent having difficulty were 30% for walking and 20%
for bathing. Only three elders each identified difficulties with eating, getting out of bed,
and toileting.
For IADLs, 25% had difficulty doing heavy housework. Twenty percent each had
difficulty preparing meals, managing money, doing light housework, and getting outside.
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Shopping and using the telephone were identified as problems by the fewest elders
(15%).
Ranges and means for the subscales of the ISAI are shown in Table 6. The scores
on the overall ISAI tended to be high (range=l 18-204 from a possible 56-224; 111:ean
=171.71). The physical and economic functioning scales of the ISAI had the lowest
means. Mobility, trust and social support had the highest means.
Table 6. Iowa Self-Assessment Inventory
F unct1omng
. . Sb
Scores
u sea1es
High Low Mean
Sub-scale
S.D.
Trust

32

10

28.50

5.669

Mobility

32

20

28.00

3.881

Social Support

32

18

27.53

4.732

Cognitive

32

18

24.44

4.743

Emotional

32

14

22.00

5.801

Economics

32

11

20.55

5.731

Physical

32

11

20.55

5.731

Percentages identifying specific chronic health problems (including chronic
illnesses and symptoms are shown in Table 7. Two-thirds or more reported difficulties
with arthritis, teeth problems, and waking during the night, with all elders stating they
had problems with their teeth. The next most prevalent health problems (ranging from
3 8.9-61.1 % ) were high blood pressure, breathing problems such as asthma or
emphysema, poor vision, urinary or bladder problems, dizziness, and numbness or
tingling of arms.

47

Table 7: Chronic Health Problems
Teeth problems

Percentage
100.0

Arthritis

66.7

Wake during the night

66.7

Numbness or tingling in arms

61.1

High blood pressure

55.6

Urinary or bladder problems

50.0

Poor vision

44.4

Breathing problems

38.9

Dizziness

38.9

Skin problems

33.3

Poor hearing

29.4

Frequent headaches

27.8

Trouble falling asleep

27.8

Stomach problems

22.2

Incontinence of stool

22.2

Diabetes

17.6

Heart Problems

16.7

Cancer

16.7

Stroke

16.7

Skin sores or ulcers

11.1

Perceptions of Health
Health care concerns measured are ability to get medical care, ability to get
medicine, not enough money for basic needs, whether there was a time in the last 12
months when the elder could not get medical care, length of time since the last visits for
dental, hearing and vision, and health care coverage. The results are shown in Table 7.
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Two thirds or greater interviewed reported problems in obtaining medical care and
medicine and not enough money for basic needs. A quarter said that there was a time in
the last 12 months when they were unable to obtain medical care, and 40% stated they
did not have health care coverage. Four elders were veterans; three of those had access to
veterans' administration benefits. Another three reported that they had Indian Health
Service (I.H.S.) coverage for care.
Table 8. Access to Health Care
Access Problem

Problems
Percentages Identifying Problem

Ability to get medical care

82.4

Ability to get medicine

87.5

Not enough money for basic needs

66.7

Time couldn't get medical care

25.0

Lack of health care coverage

40.0

Only four elders reported a dental visit within the last year. A quarter of had
visited for dentist within 1-5 years and for 30%, their last visit was more than five years
ago. Forty percent stated that they needed denture work done. Half had visited the eye
doctor within the past year and 25% within the past three years. Half had never had a
hearing test, and only 15% had had one within the past three years.
Sources of Stress
The sources of stress measured are economic stress, condition of housing,
concerns about family problems, and not having a family member who cares for you. As
previously noted, 2/3 of the elders stated they had difficulty in meeting their basic needs
and the score for the economic functioning sub-scale of the ISAI had one of the lowest
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means (20.56). Nearly half (47.1 %) stated that their housing was in poor condition or
need of repairs. Nearly two -thirds (64.7%) of the l lelders who replied to the question
stated that they did not have a family member who cared for them. The percentages
reporting problems with family concerns are shown in Table 9. The major conc~m
reported was for a family member bothered by anxiety, stress, or depression (47.1%).
Nearly a third were concerned about someone being unemployed. Only three elders
reported concerns about having someone in the family with a drinking problem.

·1 C oncerns
T abl e 9 P ercent ages o fEld ers Repo rfmg Pro bl emsw1·th Fam11y
Family Concerns
Percentage Reporting Problem
Physical conflict

17.6

Abuse or neglect

17.6

Someone unemployed

31.3

Someone bothered by anxiety, stress or
Depression
Someone with a drinking problem

47.1

18.8

Support Systems
Measures for support systems were the trust and social support functioning scores
from the ISAI, scores on the self-efficacy scale, and items measuring spiritual/traditional
support, organizational involvement, family social connections, and use of resources.
As previously noted, the means for trust and social support functioning were the highest
of the sub-scales. Self-efficacy scores also tended to be high (range= 25-40; mean= 32;
mode= 31).
Table 1O Shows reliance on spiritual/traditional supports. The main support
used by nearly half of the elders was prayer.
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Next were teas. There was little use

reported of sweat lodges, medicine men or women, or herbs. The latter might be used
more in rural areas.

Table 10. Reliance on Spiritual/Traditional Supports
Spiritual/Traditional Support

Percentage Using

Prayer
Sweat lodges
Medicine men or women
Herbs
Teas
Traditional meds or caregivers

44.4
5.6
5.6
16.7
27.8
16.7

Organizational involvement was poor. Two-thirds (68.8%) did not attend church,
sweats, ceremonies or religious services. Eighty percent belonged to one or no
organizations. Almost 2/3 (63.6%) did not attend any meetings each week.

Family

connections also tended to be weak, with 44.4% living alone, 84.2% reporting only one
or two living in their household, only 30% saying they had a family member who cared
for them, and only 20.0% saying that they cared for grandchildren.
Use of resources is shown in Table 11. Overall use was very low, with only 1-3
elders using any type of services. None reported using occupational/vocational therapy,
speech/audiology therapy, respite care, personal care, skilled services, physician services,
social services, home health, adult day care, assisted living, or nursing home services.
When asked if a service was available, would they use it, percentages rose markedly.
Over 40.0% said they would use dietary and nutritional services, meals on wheels
(60.0%), transportation, occupational/vocational therapy, speech/audiology therapy,
respite care, personal care services (50.0%), skilled nursing services (50.0%), physician
services (60.0%), social services (50.0%), physical therapy (55.0%), home health
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(60.0%), and adult day care (50.0%).

Thirty-five percent said they would use nursing

home services.
Table 11. Use of Resources
Resource
Dietary and nutritional services
Meals on wheels
Transportation
Physical therapy

Percentage Using
15.0
10.0
5.0
5.0

History and Health Status
The historical picture of what occurred with the Montana Little Shell
Tribe of Chippewa and the federal government with the Ten Cent Treaty is important
event that has affected the Montana Little Shell Chippewa elders. Even though this event
occurred in the late 1880' s, it continues to have an affect on these Indian people today.
The Montana Little Shell people are direct descendents of the Pembina Band of
Chippewa in North Dakota and many of the members of the Little Shell are related to
members of Turtle Mountain and Rocky Boy Tribe. Many of the ancestors of the current
Little Shell tribal members were at the treaties made between the federal government that
occurred with the Minnesota and North Dakota Chippewa in 1800s.
The negotiation of the Ten Cent Treaty took place in absence of several of the
Turtle Mountain Chippewa chiefs. Chief Little Shell and his band were hunting buffalo
in Montana. This treaty gave the federal government one million acres for ten cent an
acre. It was during this time other tribes were getting $3 .00 an acre. Chief Little Shell
returned to the Turtle Mountains and refused to sign the Ten Cent Treaty saying that the
amount for this land was not adequate and he would not recede the right of land to the
government (Dusenberry, 1954). The outcome from this act was that the Little Shell
people did not become members from a federal recognized tribe.
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Most of the populations of these Indians are half Chippewa and half French, noted
in early Indian history to be named half breeds. These groups of Chippewa had nomad
live styles and their regular migration was to do buffalo hunts in Montana and some of
these Indian people stayed in Montana to live (Franklin & Bunte, 1994).
Another word used for this population was "Metis" which means half Indian and
half French (Peterson & Brown, 1985). There are many historical records related to
Indian people who were halflndian and half French blood in the early treaties in
Minnesota, Wisconsin, and North Dakota. The federal government did not want to
include this population with the full bloods. Turtle Mountain Chippewa has a strong
Indian identity and have the same background of culture, blood quantum, and are a
federally recognized tribe.
The second historical event of the Montana Little Shell Tribe is that there was no
reservation for the Chippewa or Cree, they were named by society and other tribes as
"landless". The federal government initially placed these tribal people with the
.Blackfeet. It was not until 1916 that Congress gave land for Chippewa and Cree people,
this is are now called Rocky Boy Reservation. Congress gave 56,035 acres for the
Chippewa and Cree Bands of Chief Rocky Boy. In 1947, the reservation received 45,523
more acres to adopt 90 families of the Little Shell Chippewa.
It is important to realize today that Chief Little Shell is regarded as a Chief with

Turtle Mountain and Rocky Boy. His picture hangs in tribal offices of both of these
reservations and he is mentioned in their historical backgrounds.
De Santis and U garriz (2000) article relate that nursing is discovering the richness
of thick description and the emic perspective in developing culturally appropriate
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interventions and gaining increased competence in the care of diverse and vulnerable
populations (p. 351). These authors, along with other authors, identify qualitative
methodologies associated with ethnography, grounded theory, phenomenology, and the
content analysis of opened ended or semi structure interviews without participant
observation (DeSantis & Ugarriz, 2000, p. 352). The final qualitative question asked,
"Thinking back over the history of your tribe, what you believe are the most important
things that have affected your health and health care?" The interviewees were taped by
auto tape recorder and the interviews were transcribed. The researcher then color·coded
the similar phases, text and ideas that came with each interview. The process of putting
themes together to form a category was used.
Based on De Santis and U garriza (2000), categories were identified with the
following three themes emerging; 1) The lack of federal recognition, 2) Indian identity,
and 3) Addressing health care issues with home remedies. The following sections
describe these themes in the elders ' interviews.
Little Shell Identity and Influences

Lack of Federal Recognition
Lack of federal recognition was mentioned by the majority of the interviewees
when answering the qualitative question; thinking back over the history of your tribe,
what do you believe are the most important things that have affected your health and
health care? Poverty, lack of housing and non availability of health resources was
associated with the lack of federal recognition. External environments affected each
person and their families. Interviewee 1 describes her environment growing up, not
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considering herself to be an Indian because her father was Little Shell Chippewa and her
mother was Caucasian. Her identity is affirmed by an article in the local newspaper:

It was in 1974, the paper had an article saying the Little Shell was trying to be
recognized. I never considered myself full blood. I never considered my part
being Indian. We grew up in a poor environment. We all ran around together. I
had no insurance, so went to the Native American Center. Yes, I am Indian, in
my life today yes, I am Indian and I know all those who work and go to the
Center.
This elder found her identity as an adult after publication in the newspaper affirming the
Little Shell Chippewa going for federal recognition. She says that poverty, lack of health
coverage and her Indian identity relate to the lack of federal recognition.
Interviewee 2: "Lack of medical assistance for us, our children, grandchildren, our
great grand children, and those services are not available for our people." This elder asks
for medical assistance, she tells in her interview after the question that her grandson
cannot get services from the state because her daughter makes too much but cannot pay
for insurance. She mentions the lack of being recognized as a tribe.
Interviewee 3: "I went to the urban clinic but they did not have the medicine I
needed." This elder tries to use the Indian urban clinic (Indian Health Service urban
clinic) but the medication that she takes is not on the drug formulary from Indian Health
Service clinic.
Interviewee 4: "We (her brothers and sisters) were going to boarding school in
South Dakota, they (boarding school) cut us off because we were not Indian enough" (not
from a federally recognized tribe). This elder attended boarding school with several of
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her thirteen siblings and tells the story of being able to get health care from the boarding
school. The identity of being Indian or not Indian enough is related to who she is as a
person but being told by the federal government that she is not "Indian enough" for the
boarding school to get reimbursements. She along with along her siblings (fam~ly of 16)
are sent back home to poverty stricken family with no health care services. The closest
being 40 miles away. Her mother addressed health issues by using home remedies for
health care. These issues were all related to the tribe and members of the tribe not being
from a federally recognized tribe.
The lack of federal recognition is described by many of the elders that were
interviewed that associated them to be in poverty and the lack of housing that federally
recognized tribes receive funding for. Interviewee 5: "This elder speaks about the history
on the Ten Cent Treaty and with his interview explains that there would be resources if
we were federally recognized." Interviewee 6: "The government to recognize as a tribe.
The Ten Cent Treaty, they (federal government) let us go by the way side, you might say.
The next elder speaks of what waiting for federal recognition is and how it has affected
his family members. Interviewee 7:
All my life I have been waiting to see federal recognition. As my
grandmother, my great grandmother, father and his parents, grandparents, great
grandparents. I can't understand why the federal government got us tentatively
recognized but will not go and get it done so we can get some kind of help for our
people, so we can take care of our people.
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He explains his frustration along with the history of his family members and that
with federal recognition there would be programs to assist the people of the Little
Shell Chippewa of Montana.
Interviewee 9: This elder relates his life to the lack of federal recognition and pqverty and
with the hardship of being Indian and the influences it had with being Indian.
We grew up with no plumbing, electricity or water. We lived in a very poor
situation, health problems, my sister died from these conditions when I was
young. Life was hard and to explain it to other people. We just didn't have
anything. Both my folks worked and never accepted handouts. Everyone just got
along. There was a time after I got to college, my wife and I went to rent a place
and was refused.
Interviewee 12: Again, the theme of federal recognition is brought up by another elder
stating the relationship of lack of health care, lack of finances with federal recognition.
Lack of health care knowledge and lack of money for care. Lack of tribal recognition. My
mother never received health care or housing because we were Indian." This elder
expresses her outside influences and what care her mother received and the attitudes she
felt from community.
The Little Shell elders are able to describe the outside influences that affected
their identity of being Indian along with the negative outcomes.
The prejudice of the people in Montana. My grandparents and parents. My
family siblings was nine of us. Lots of prejudice of Indian people. I lived in lots
of other places and never got treated. An example . . .I would go to a store,
employees would follow me around in the store but everyone in Great Falls treats

57

me like that. My mother never received health care or housing because we were
Indian. You couldn't rent a house from anyone. Unless they knew you
beforehand. I come right out and tell people, its rude and against the law, It
doesn't do anything but create enemies
Interview 9, "When growing up as Indian was tough enough but being from certain areas
here was even harder. Not being able to rent because I was Indian. I worked at Job
Service and then got an opportunity to go to college. My first wife and I went to rent a
place and was refused". These experiences from the younger elders relate to the
hardships they faced in their lives living and growing up in urban areas facing
outside community influences.
Indian Identity
Interviewee 13 discusses that when growing up she did know who she was and
was not afraid to admit she was Indian. She was proud of who she is. She was able to
tell the stories of interconnections of families growing up and states there were "many of
us then". This elder was the eldest elder interviewed. She knew her identity well and
was able to identify closely to her culture and language. She was the only elder who
could speak the language fluently. When comparing this interview with interviewee 1,
there was a distinctive difference of the identity of being Indian. Literature in regards to
Indian identity makes similar points in the historical time frames along with
enculturalization and assimilation oflndian populations.
I don't hide that I am Indian. At that time when I was young there were lots of us
then, we didn' t care who knew we were Indian. When growing up we never
claimed we were white, we were Indian. I still don't say I was French Canadian. I
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am Indian. My brothers, sisters and I went to Fort Totten to school. I went there
two years and learned nothing. I was too stupid. We spoke Chippewa at home
and they didn't want us to speak it at school. Like me when I first went to school,
that's the only way I could talk. They used to say, you don't talk that.

I would

not know what to do, I would cry. I have no children now living. Some died with
diphtheria, everybody had it and it was something going around. I don't talk my
own language very much any more. I don't have anyone to talk to. I know all my
language you know. I will say "Tawnda eh itohtayen". Where are you going?
Sometimes I forget the old language because I don't talk it any more. I know
almost all my language but I don't talk often because I don't have anyone to talk
to.
Elder interviewee 4 discusses the identity of being Indian or not Indian enough for the
boarding school. She talks about the poverty situations that occurred after going back
home to a family of sixteen with no health care services as the other federally recognized
tribes. She lived closed to Fort Belknap (Indian reservation in Montana). The next elder
speaks that she did not get enrolled because she felt it would make no difference until she
moved back to Montana. She identified that it was a way of identity and to be enrolled
was important (similarities with other federal recognized tribes show an identity of who
they are). Interviewee 8:
Being we didn't have a reservation and in this town there was no health services
until recently for Indian people. The older elders did not get care. We didn't
either actually until I was enrolled twelve years ago with Little Shell Chippewa.
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Federal recognition and Indian identity are closely networked together and
associated with having resources available for housing, education and health care services
given to federally recognized tribes. The Little Shell elders did not have access to these
services so the families (parents, grandparents) used home remedies in place of health
care services.
Home Remedies

The following interviews relate what these elders did for health care when there
was not a doctor close and how the families used home remedies. Interviewee 4:
My mom had a lot of home remedies, it drove us nuts and if you tasted that cough
she made, you would know what I am talking about. Boarding school we had
services. If you had a toothache, mom would give us home remedies yes, or it
would get rotten and fall out. Mom also used mustard packs. For cold, she used
to steam up the house all day use Vicks on your chest and chicken soup and stay
in bed.
Interviewee 6: "I remember one remedy my mom used to give us was kerosene and
sugar water for coughs." Interviewee 7: "My mother made chokecherry tea for diarrhea.
Ginger and my dad and her ginger with nutmeg with cup of water for a sore stomach.
She use to go out .. .for wild onions which was used for colds." Interviewee 11: "My
mother lived to be 97 years of age. Had heart problems but when growing up . . .my
mother used home remedies .. used to use peppermint tea, toothache medicines she use to
make." Interviewee 12: "When growing up, my mother used the old Indian ways, ... for
throats, stepped on a nail .. . she would put packs on it and old medicines she use to give
us." Interviewee 13:
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When growing up if one of the kids got sick .. they (our people/parents) had their
own medicine, dug up from the ground, roots, certain kinds of roots, they would
boil it, strain it and drank it. That was years ago, when we were still doing it
when I was a kid. That's what we did, Indians did, always did because there was
not any doctors.
These elders are able to explain what their families , parents and Indian
communities did to provide health care by using home remedies instead of health care.
Later, some of these elders were able to use the urban Indian clinic and to get services.
In summary, the lack of federal recognition for the tribal members was the highest
issue that elders felt caused their lack access to health care, continued poverty, lack of
housing, and identity issues as regards being Indian. The Little Shell families, elders and
community have continued to have unity and used home remedies in absence of health
care services but suffered outside influences related to being Indian. Examples are with
the elders stating "they could not get housing because they were Indian" and "My mother
never received health care or housing because we were Indian". The availability of an
Indian urban clinic started to provide services for these elders and some of the elders state
they have used the Indian Health Service urban clinic.
The various cohorts in the conceptual framework illustrate the effects of the lack
of federal recognition on how the Little Shell addressed their health care needs.
Cohort study of these elders shows that the eldest elder of 97 years of age still
spoke of her culture and her language. "I don't talk my own language very much any
more. I don't have anyone to talk to. I know all my language you know. I will
say .... Tawnda eh itohtayen?. Where are you going? Sometimes I forget the language
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because I don't talk it anymore. I know almost all my language but I don't talk often
because I don't have anyone to talk to." This elder speaks of the loss of not being able to
talk with other tribal people knowledgeable and able to speak the language. This elder
speaks of there "being lots of us, we were all Indians." She experienced as a child and
adolescent the changes of federal law pertaining to Indian people. She had the
experience of boarding school at Fort Totten along with her siblings. When asked about
traditional ceremonies, she states, "No, they (parents) were Catholic, very devoted
catholic. Most years ago Indians were Catholics. My grandparents were Catholic. My
mother and father did not call me Martha (factitious name), I got that name when I was
baptized. They didn't call me that; they called me (nickname)." She is able to relate the
elders "using roots for medicine because there were no doctors back then." This elder
experienced all the changes made to Indian people as early in the 1900s when examining
the cohort experiences of Native American elders (Table 3, p. 35). She is able to
illustrate how the government policy of lack of recognition affected the identity and how
the Little Shell Chippewa then addressed their health needs.
Three of the elders now in the age range of 75-84 experienced the changes as
children. These elders tell the stories that have been passed down generation to
generation, about their parents and grandparents waiting for federal recognition. "The
government to recognize us as a tribe. The Ten Cent Treaty (refer top.) they kind oflet
go by the way side you might say. Blind sided us on every turn" (Interviewee 6). "The
part that all my life I have been waiting to see federal recognition. As my grandmother,
my great grandmother, father, his parents, grandparents great grandparents. All the way
back. I can't understand why the federal government got us tentatively recognized but
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won't go in and get approved so we can get some kind of help there we would be in a
little better shape like some of the other tribes" (Interview 7).
The group of 65-74 year old experienced the l 920-l 940s as children or
adolescents. Interview 12: "Lack of health care knowledge and lack of money for care.
Lack of tribal recognition. The prejudice of people in Montana ... " It is during this time
that the Montana Little Shell elders to show indifferences with the rest of the general
population. It is during this time there is the push from the federal government to forced
assimilation, boarding schools, loss of land by allotment and the adoption of Indian
children by white people. During the years 1940-1960 there was the relocation by the
Bureau of Indian Affairs to urban areas, termination of 100 Indian tribes, and forced
assimilation. One of elders relates her story of boarding school with the nuns who
provided health care, "I started Indian school for four years and took care of everything.
The nuns made sure we got everything, teeth, health care and medications. Pierre, South
Dakota Boarding School. Stopped after five years, cut us off because we were not Indian
enough. Kindergarten to fourth grade. Six to eleven years of age I attended boarding
school." This elder is able to relate her health care as a child being cared for at the
boarding school in South Dakota by the Catholic nuns.
The next age group is 55-64. There are thirteen of the elders surveyed tha_t fit into
this time frame. These elders were children in the 1920-1940s, children and adolescents
in 1940- l 960s. These elders were adolescents and young adults in 1960-1989. It is at
this time that there was Indian Activism, Indian youths started to return to traditional
practices, urbanization for education and jobs, litigation, self determination for the tribes,
urban Pan-Indianism (mixture of all tribal people in urban areas) and reservation gaming
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that started in the 1980s. Interviewee 1 explains how hard it is for her to consider herself
an Indian: "This is really hard for me because I have never considered myself as regular
Indian. I never had the opportunity to grow up in an Indian neighborhood. Here is
example of the assimilation of how it affected the urban areas for Indian people.
At that time the community paper put out a lot of negative about Indians.
Purposely, I went to the Center (Indian Health Service urban clinic) because of
the ad in the paper. Found it easier to go to the Indian Center due to the ad in that
I was Little Shell, I could go to the Indian Center for health care. Although at .
times afterwards I felt I was a hypocrite because I didn't acknowledge that I was
Indian. I had to turn that around, I purposely went to the Indian Center.
This elder in her interview shows the overlapping of the identity of being Indian and the
issues relating to addressing her health care needs. These both are part of the influences
that are with federal recognition that continues to be a strong relationship of the themes.
I was told I was French Canadian and I was not a real Indian, I don't do all that
stuff. Just blew me away. For today, where I am in my life, yes, I am Indian I
know all those at the American Indian Center. Names of people. I would hope
that people would have common sense to seek health that is out there, there are
resources out there, but you have to find them (she angrily hits the table several
times when explaining about resources). It may not be my standard of what I
want but there are services out there for somebody ... something out there. I had
to keep on trying at least around five times, places because there are services in
Montana.
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Interviewee 5 addresses expenses of health care, inability to pay for services and
insurance. The physician giving him and his family care at affordable price, they
probably would have done without services. This elder shows his hardships he faced
raising his family and death of one child.
Having no health insurance. If I could afford it, too high. We use to use
Dr. M. when he was alive. He used to see all of us, my wife would take
the kids, nine of us, he would see us for a dollar a piece for our physicals.
I had seven children, lost my boy here and he had cerebral palsy.
This elder lived on one of the moccasin enclaves. Interviewee 8 explains how it was to
live off a reservation and not having health services which is related to the lack of federal
recognition and not having access to services for health care (federally recognized tribes
are given health care services with Indian Health Service). She was born out of Montana
but when she returned to Montana, she enrolls in Little Shell tribe. She goes on to
explain how she finds her identity, enrolls in the tribe and knows who she is and is able to
communicate it clearly with her identity. She also acknowledges how closely her Indian
identity is with other federally recognized tribes in the state.
This weaving of the historical picture of the Little Shell Chippewa of Montana are
well known to the elders as seen by the interviews that these elders are able to describe
their history relating to lack of federal recognition, their Indian identity and availabilities
of sources of health care.
In summary, attitudes of how other people treated the elders differ with each
cohort. Ambivalent feelings start to show in the younger elder age and this is the time of
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historical experience where the federal government saw urbanization for education and
jobs, youths returning to their traditional practices, and Indian activism of knowing who
you are and identification of being Indian. There was an attitude of some bitterness
regarding the prejudices that occur, along with loss of culture and loss of language that
has occurred with the different cohorts. The cohesiveness of the people changed from the
97 year elder story to the current time frame. The 97 year old elder relates:
When you grew up an Indian, we didn't care who knew we were Indians. At that
time there were lots ofus. We didn't care who knew we were Indians. I never
suffered prejudice. When growing up we never claimed we were white
we were Indian.
The conclusion to the intertwining of the themes of lack of federal recognition,
Indian identity and the use of home remedies for health care are closely tied together.
These themes are able to clarify and give a clear picture of how these Little Shell elders
lived without federal recognition, how they identified themselves as being Indian and
how they continued be resilient in providing their own health care without access to
services that comes with federal recognition.
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CHAPTER V
DISCUSSION AND CONCLUSIONS
In this chapter, the study findings will be addressed and compared to the Standing
Rock survey and the NRCNAA survey for Native American elders. Discussion, .
limitations and conclusion follow this with recommendations for nursing practice,
education, and further research proposed.
The purpose of this study was to describe the Little Shell of Montana tribal elders'
perception of their health, concerns about health care, sources of stress, and support
systems. The methods used were quantitative survey tools from Dr. Ide's Standing Rock
study and from the NRCNAA survey tool. The analysis from these tools described what
resources and coping needs were used. The NRCNAA tool consisted of questions related
to general health status, activities of daily living, instrumental activities of daily living,
vision, dental, hearing, health care access, tobacco and alcohol usage, weight and
nutrition, exercise, social support/housing, demographics and veteran status. The Ide tool
addressed self efficacy, functioning, health problems, and traditional ways of coping.
Demographics for the Little Shell elders showed that half of the sample was in the
60-69 age range . Forty percent were married. The majority (63.2%) lived with an
income ofless than $9,999. Over half (57%) had not completed high school. Nearly a
third had served in the armed forces, two in World War II and two in Vietnam. When
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asked what their general health care status was, 47.4% stated "fair." The ADLs
and IADLs for which the greatest difficulty was noted were walking, bathing and doing
heavy
housework. Mobility and social s~pport had the highest means and physical and
economic functioning the lowest. In regard to chronic health problems, two thirds
reported difficulties with arthritis, and waking during the night, with all elders stating
they had problems with their teeth. The next prevalent (ranging from 38.9-61.1 %) were
high blood pressure, breathing problems, such as asthma or emphysema, poor vision,
urinary or bladder problems, dizziness and numbness or tingling in arms.
Comparisons with the aggregate tribal data from the NRCNAA resource data base
showed that 41 .1% of the national data bases were married, similar to the results for the
Little Shell elders. The NRCNAA data base showed annual income for NA elders to
range from $7,000 to $14,999 (31.6%). Sixty-three percent of Little Shell elders ' income
was less than $9,999 yearly. These data show the urban Little Shell elders in deep
poverty compared to the reservation elders. Fifty-seven percent of Little Shell elders did
not complete high school, the NRCNAA data base showed elders nationally completing
high school at 52.2%. Nationally, when Native American elders were asked to rate their
general health, the strongest rating was good (34.2%); 15.8% of the Little Shell rated
their health as good and 47.4% rated it as fair. Thus Little Shell elders feel or perceive
their health to be poorer than the reported national survey sample. Ide's Standing Rock
survey (Ide, et al. , 2002) findings were similar to those for the Little Shell elders'
perceived health status. Percentage results identifying specific chronic health problems
also mirrored closely the Standing Rocky study results and those from NRCNAA. The
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first seven chronic health problems for the Little Shell were dental (100%), arthritis
(66.7%), awake at night (66.7%), numbness or tingling in arms (61.1 %), high blood
pressure (55.6%), poor vision (44.4%), and breathing problems (38.9%). The biggest
difference shown was the lack of diabetes in the Little Shell study whereas diabetes was
noted to be one of the first five problems for both the NRCNAA and Standing Rock
studies. When asked of the Little Shell elder, if you are Native American, the response
was 100% and 100% lived off the reservation and were not raised on the reservation.
Comparisons with authors Deborah Jackson and Elizabeth Chapleski's study on
the Great Lakes Chippewa to the Little Shell Chippewa of Montana show similar
outcomes with the historical policy of the federal government, their self identity and how
they seek care. Jackson and Chapleski (2002) state:
For the cohort of Anishinaabeg born before 1940- especially those who spend
most of their childhood years in boarding schools- federal policy made it
extremely difficulty for them to continue to live in 'the Indian way' as previous
generations had done. When they were children, conditions in their Native
communities were harsh, pressures to assimilate were strong, prejudice against
Indian' s was rife, and opportunities to make a 'traditional Native American' s
living were virtually non-existent. During their early and middle adult years,
those who remained in Native home communities continued to face similar
hardships, while those who relocate to cities were met with new challenges as
they struggled to succeed in what was to them a foreign, and often hostile, urban
environment. Thus, people in this now elderly cohort had to make adjustments to
dominant society throughout their formative childhood years and most of their
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adult lives, in order to survive the boarding school experience (their own and that
of their parents), find work, hold jobs, and raise their families. Given the
consequences they experienced simply for being Indian- in their poverty stricken
home communities, at boarding schools, in urban neighborhoods and the shop
(assembly line of factories) it is understandable that they would be reluctant to
express their Indian identity' too openly (p.242).
Chapleski and Jackson identify the hardships that were encountered with urban
living for the Great Lakes Chippewa. The Little Shell of Montana elders encountered
these obstacles because of having no land base and being put into the assimilation
process. They were pushed by the federal government into urban areas or moccasin
enclaves (Indian communities on the outskirts of towns). In several of the interviews, the
elders share their hardships and the conflicts they faced when trying to find a home to
rent or shop in a store.
The Little Shell elders' survey results demonstrate a resilience and endurance
even though there were obstacles to living in urban areas. The elder who stated she
continued to seek services up to five times searching for health care, showed her
resilience to find care that she needs. This resilience was also reflected in the high scores
on the self efficacy scale.
The historical framework was used in this study because it shows the influence it
has with the population of elders. It describes what these elders have experienced in a
life time and how they cope with the changes that have occurred. Achenbaum, Hendrix
and many other authors stress the importance of how the elder is raised, under what
stresses have occurred in their life time, and how they coped with these stresses. This
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framework was used because it was able to define the stresses that are currently
impacting these elders.
Recommendations for Nursing Practice
Recommendations for nur~ing practice would include that nurses who care for
Native American elders understand the cultural aspects, have a basic knowledge of Indian
health care and use respect when addressing elders. Elders are respected individuals in
each Indian community. The opportunities to ask elders to do presentations will benefit
nurses and faculty on the cultural components as well as how to address the Native
American patient. This will only enhance the richness of the culture and provide an
opportunity for the nurse to be able to do appropriate and competent teaching with elders
and Native American patients. The recommendation for education is that the faculty and
medical staff that serve Native American Indian populations have a clear understanding
of Indian health policy and the historical attributes that contribute to the current health
care and services that exist.
Recommendations for Education
It is recommended that a cultural nursing class be implemented in the

curriculum of nursing along with the possibilities to do site visits on the Indian
reservations and Indian Health Service sites that are in close proximity. It is
recommended that faculty encourage Indian student nurses to share their knowledge by
encouraging them to publish. It is only by sharing of their knowledge that the data bases
regarding the care and education of Indian people will be available to others to address
the differences culturally.
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Recommendations for Research
Generalizability of this study is limited due to the small sample size and future
research with larger populations is recommended. Any tools that are used should identify
urban, rural versus reservation sit~s. This particular study identified very few negative
aspects for the elders in boarding school experiences. Qualitative studies are needed
regarding the boarding school experiences and their impact on the later lives of elders. If
research is done with Native American nations, the research should be knowledgeable
about the federal Indian policies regarding Indian people. There is also the
recommendation that the researcher understand the tribal entities and the federal
governmental departments such as the Indian Health Service (which is a division of
Public Health Service). Researcher should also have insight and knowledge regarding
the process of appropriation of federal monies and how this impacts the general welfare
of each Native American population. Each Indian population is not the same, their
culture, their way of survival differs with how the population continued to seek support
from family, community and other tribes. Acculturation and assimilation have impacted
every Indian person and population differently. The researcher is wise to do his/her
research on the historical aspects of the tribal people before committing to do research.
Native researchers understand the time element is not a single point of time in "Indian
Country" and can be interpreted ~s hostile or aggressive if the time element is pushed to
the researcher' s time instead of the Native American time.
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APPENDICES

APPENDIX A
Letter Requesting Support of Little Shell Tribe

Little Shell Chippewa of Montana
Tribal Office
P.O. Box 1384
Great Falls, Montana 59403

Judy Jacoby, R.N., B.S.N.,M.S.c.
1524 5 Avenue North
Grand Forks, North Dakota
58203

December 2, 2002
Dear Tribal Council,
This is a letter of request. I have made the commitment to do my master's thesis on the
elder population of the Little Shell Tribe of Montana. The nursing faculty at the
University of North Dakota was given the national recognition for their poster
presentation at the American Nurses Association for their research with the Standing
Rock Elders in North Dakota this year. This was an assessment on the healthcare issues
with elders on the Standing Rock Reservation.
This letter is asking for the support of my tribe to support my area of study. I have made
the commitment to do my thesis with the validity and reliability of the University of
North Dakota's assessment tool. The results of my study will be part of my completion of
my master's degree this summer.
I would like to request a letter of support from the tribal council in support of my
research. The importance of doing this research to be completed is that no bias will be
done with the completion of the elder assessment. · It is important to do random sample of
the elders in all areas of the tribal population. The agreed and advise from faculty is to
complete 30-50 questionnaires.
I have spoken with Dr. Pamela Bunte regarding my research project for my thesis. She is
in support of the research. The results of my study will be given to the tribe and to Dr.
~amela Bunte after completion.

If further information is needed I will be home the 12 of December visiting children and
my mother. I can be reached at 406-761-0028 or in North Dakota at 701-792-4151. I can
be reached by email at judy.jacoby@und.nodak.edu. I would like to take this
opportunity to meet with the tribal council in December to discuss the elder assessment..
Your quick response will be greatly appreciated.
Respectfully,

~o/AJ
Judy Jacoby, R.N., B.S.N., M.S.c.
Cc: Dr. Pam Bunte
Dr. Bette Ide, R.N., PhD
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APPENDIXB
NRCNAA Letter to Little Shell Tribe

National R~so~rce · Ce~ter on Native .A~erican .f--\9in9

o.t the _l.A.niversi+y of North Dakota Center for Ri,,ro.l -H~o.l+h
PO B.o)< 9037

c;.-and Forks, ND _58202-9037
. December 10, 2002

Tribal Council
Little Shell Chippewa ofMont~a
PO Box 1384
105 Smelter Avenue
. Great F_alls, MT_59403
Dear Tribal Council:
This letter is to advise you that Ms. Judy Jacoby will be working with our office to
conduct a Nativ_e elder needs assessment °for the Little Shell. Chippewa of Montana. --It is :
. our understap.din:g that _she ..yill he_th~ designated person to represent your tribe: The data
collected.and related repqrt will be communicated to her, and it '>':'ill i;Je her responsi),il,ty
· to ·sharethisinfor:tnation.withthe.tnoe.' ·
•

.

•

.

,

·-·

•

>. ·..". . . · .
-

'

··: •••-=

:· : .. -·· .'
-••

'.

The survey' s focu~· i~ on demograpliics, h~alth stahls; activities o(daily li~i~g;- . ..
vision/hearing/dental needs, substance use, diet and exercise, ·social support, housing, and :
empioyment. After administeri~g the surveys,'we will analyze the data collected, iind ·. .
compare it to the.United States_populatign._- A summary report· of the results will be given ·
back to the tribe for your use. The data i;Jelorigs -to 'the tribe, but your data will be used .as
part of the national data set. ·
·· · ·
· ·
·
··
· ·
· ·
The lack of info~ati~n on Native ~erican Elde~s is devastating. · As contention for
federal dollars becomes increasingly competitive, the needs for these types of studies ·
grow more important. Furthermore, th~ documentation of our elder' s health and social
needs give us insight into our community, and what direction we need to go with elqer
services. I encourage you to participate in this study that we might have more
information on ou_r elders and their needs.
Sincerely,

Alan Allery, Director
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APPENDIXC
Letter of Request to Change Resolution

Little Shell Tribe of Montana
Tribal Office
P.O. Box 1384
Great Falls, Montana 58403
April 29, 2003

RE: The resolution that was dated LS02-02 for the permission to do the tribal health
survey for the Little Shell Tribe's Elders Health Survey has the point of "Be It Further
Resolved"
Dear Tribal Council,
I would like to request that this portion of the resolutio'n be changed to "That the Little
Shell Tribal Council does encourage the use of tools as recommended by the thesis
advisory committee members for the required completion of the study entitled 'Little
Shell Tribe of Montana Eider's Health Survey'".
Respectfully,

~o//Z_,~
Judy Jacoby, RN, BSN
UND Masters Student
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APPENDIXD
Resolution

LITTLE SHELL TRIBE OF CHIPPEWA INDIANS OF MONT ANA
1807 3 Street NW * P.O. Box 1384 Great Falls, MT 59403
(406) 452-2892 * Fax (406) 452-2982

Resolution No. 2003_-06

WHEREAS, The Little 'Shell Tribal Council has been organized to represent, develop,
protect and advance the views, interests, and the resources of the Indian People
of the Little Shell Tribe of Chippewa Indians of Montana, and;

WHEREAS; The Little Shell Tribes Constitution authorizes and empowers the Tribal
Council to enga-ge in activity on behalf of and in the interest of the ·
welfare and benefit of the Tribe and of the enrolled member thereof; and
WHEREAS, The University of North Dakota National Resource Center on Native
American Aging has been awarded a grant through the Administration
on Aging, Department of Health and Human Services, to study the
na_tion's health and social needs of Native elderly; and
WHEREAS, The survey project is designetl to yield data on the following Native
elder health care needs:

•
•
•
•
•
•

General Health Status
Activities of Daily Living
Visual, Hearing, and Dental
Tobacco and Alcohol use
Nutrition, Exercise, and Excess Weight
Social Support, Housing and Work

WHEREAS, The University of North Dakota national Resource Center on Native
American Aging is asking Tribes throughout the nation to volunteer to
participate in a partnership arrangement in which the University and_the
Tribe will each assume responsibilities:
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What the University of North Dakota will provide:
•
•
•
•
•
•
•

Survey instruments
Assistance in sampling
Training of interviewers
Consultation with interviewers via email or telephone
Data entry and analysis
Data storage
Production of tables and comparisons with national statistics

What the Tribes will provide:

•
•
•
•
•
•

WHEREAS:

A Tribal Resolution documenting participation in the Native elder social
and health needs assessment project
A list of elders to interview
Interviewers or volunteers to conduct the survey
Interpretation of the results with local input
Development of recommendations for action
Dissemination of the results to tribal leaders and health officials

Copies of the frequency tables along with the national comparison report
derived from the needs assessment will be returned to the tribal council
and to the tribal contact person; and

WHEREAS : The confidentiality of enrolled members and Tribal data is of the utmost
importance; therefore, the data for this survey will be collected
anonymously by tribal members with the data stored at the UND School of
Medicine and Health Sciences within a locked file cabinet and destroyed
after a period of three years.
NOW, THEREFORE, BE IT RESOLVED, That the Tribal Council of the Little Shell
Tribe of Chippewa Indians of Montana hereby authorizes participation in the "Identifying
Our Needs: A Survey of Elders" Native elders social and health needs assessment project
and grants permission to the University of North Dakota National Resource Center on
Native American Aging and College of Nursing (Dr. Bette Ide, Instrument) to use all
collected data under the auspices of this project in aggregate format for the purpose of
disseminating state, regional, and national results from analyses of the data. Further, be ·it
resolved that specific data collected within the boundaries of the Little Shell Tribe of
Chippewa Indians of Montana belongs to the Little Shell Tribe of Chippewa Indians of
Montana and may not be released in any form to individuals, agencies, or organizations·
without additional tribal authorization.
·

We, the undersigned officers of the Little Shell Tribe of Chippewa Indians of Montana ·
Tribal Council; certify that on the 13 1h day of December of2003 the Little Shell Council
voted to adopt the above resolution by a vote of 4 in favor and I opposed with I absent.

Attest:

~Md_~
Darrel Koke, 1st Vice Chair
Little Shell Tribal Council
Chippewa Indians of Montana
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APPENDIXE
Oral Consent Form

ri'.i'.'.i'"':l'::i'YUi"~i~~IT:i'.:'i:i"i"iYi'.J:":if:'in;r:ej
;:

!

NEEDS ASSESSMENT
ORAL CONSENT
My name is Judy Jacoby. I ,am a registered nurse working on my master thesis at the
University of North Dakota and will be conducting a needs assessment on the Little Shell
Tribe of Chippewa of Montana. I will be conducting health surveys with questions for
you to complete that will take you 60 minutes to complete. Yoµ will be asked questions
regarding your health, how you and your family cope with problems, and about your
needs.
These surveys provide you with an opportunity to have your voice heard in regard to
what problems you see as related to your health and living circumstances. The results
from the surveys will help the Little ShelJ Tribal Office to plan for needed programs and
apply for grants to help support programs aimed at helping meet your individual and
family needs.
Your name wili not be on the questionnaire, and no one else will have access to the
information. The results ofyol,ll' survey will be shared only with Judy Jacoby, Dr. Bette
Ide, Dr. Ginny Guido, Dr. Evelyn Labun, Dr. Susan Henly and the University of North
Dakota National Resource Center on Native American Aging. Completed questionnaires
will be stored in a locked cabinet and destroyed after three years. Data collection in the
. study will only be presented in a summarized form and no names will be used. There is
no right answer to any question, and no answer you give will have an effect on the
services you presently receive.
This study poses minimal risks. You are free to ask questions at any time during
completing the surveys. You may contact the primary investigator, Judy Jacoby,
graduate student at (701)-777-3224, Recruitment of American Indian Nurses (RAIN)
office and leave a message. Your call will be returned. You may also contact Dr. Bette
Ide, Chairperson of this research at (70 I) 777-4531. For other questions, please c9ntact
the Office of Research and Program Developme_nt at 70 l-777-4279. You may choose not
to participate or discontinue participating at any time without any effect on the services
you receive or your relationship with the Tribal_Council.
Your answers to the questions serve as your consent to participate in these needs surveys.
You will be given a copy of this consent to keep. Thank you.
Respectfully,

Judy Jacoby, R.N., M.S.c.
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